Intact removal of phytobezoar using fibreoptic endoscope in patient with gastric atony Phytobezoars are concretions of vegetable material in the gastrointestinal tract. They carry a high risk of complications,' so that removal is advisable. Formerly gastrotomy was required but recently medical methods of treatment proving effective have included enzymatic digestion and endoscopic fragmentation.2
Case report
A 58-year-old man with longstanding ischaemic heart disease was admitted with chest pain. His treatment included metoprolol, glyceryl trinitrite, and perhexiline. For nine months he had been impotent and had episodic diarrhoea and peripheral paraesthesia without objective sensory loss. He also gave a seven-month history of anorexia and twice-weekly episodes of crampy epigastric pain relieved by vomiting. On questioning he admitted consurning large quantities of alcohol over several decades. He would also eat an orange each day, the peel of which he would swallow in quarters without mastication.
Barium-meal examination showed a mobile mass in the antrum. Gastroscopy was performed using an Olympus GIF-D3 panendoscope, which disclosed an orange-coloured bezoar wedged in the pylorum (figure). A polypectomy snare was passed around the bezoar, which was then withdrawn with the endoscope. Oesophagogastroduodenoscopy was performed immediately, the only abnormality noted being mild inflammation around the pylorus. The bezoar measured 7 x 3 cm and histologically was shown to consist of vegetable fibre. After removal of the phytobezoar the patient reported a dramatic return in appetite.
Investigations showed raised activities of serum transaminases, alkaline phosphatase, and y-glutamyl transferase. The hospital records had shown intermittently raised activities of the serum transaminases dating back some 18 months, which had become more pronounced after perhexiline treatment was begun 14 months before the bezoar was removed. Bromsulphthalein excretion was also impaired, with 6°' remaining at 45 minutes (normal < 3°'%). Glucose tolerance was normal. Gastric emptying (after removal) of an isotopically labelled mixed liquid (milk) and solid (egg) meal was extremely slow.
The percentages remaining in the stomach 70 minutes after eating were 52-7 % for milk and 97-2°o for egg, both considerably higher than normal values.3
Comment
With the exception of the persimmon variety, phytobezoars coL.sist of fibrous cellulose glued together by a proteinaceous cement.4 Our patient regularly swallowed large segments of orange pith without mastication, thereby supplying the components. Impaired gastric emptying is also relevant to the formation of phytobezoars, which occur most frequently after gastric surgery, especially when vagotomy is Endoscopic photograph of phytobezoar wedged in pylorus.
performed.' This patient did not undergo gastric surgery and had no organic obstruction of the gastric outlet, yet clear gastric retention was shown after a mixed meal.
The reason for this gastric atony is not clear. Perhexiline may cause peripheral neuropathy and impotence.4 This patient complained of paraesthesia, impotence, and diarrhoea, possibly reflecting an autonomic neuropathy induced by perhexiline. His intake of large quantities of alcohol, however, may also be relevant, since alcoholics show disturbances of gastrointestinal motility similar to those found in diabetics.' Some abnormality in hepatic function predated the perhexiline treatment yet may have been aggravated by the drug.4
Endoscopy has been used to diagnose and fragment bezoars,2 but we have been unable to find any reports in English of the successful removal of an intact gastric bezoar using our method. The shape, size, and fairly soft consistency made this phytobezoar a likely candidate for snaring. There would be considerable risk, however, in removing larger or more rigid bezoars using this method. In any case, bezoarectomy is a further possible endoscopic procedure. 
